M obile programs offered at the worksite have been reported for at least 20 years, but there are few recent reports, and no comprehensive evaluations, of the effectiveness of these offerings. How do mobile programs compare to on site programs? Although comprehensive evaluations of actual mobile programs do not exist, a computer simulation study compared lifetime costs of three types of mammography screening programs: on site, mobile, or off site (Griffiths, 1994) . These authors found that for the three hypothetical cohorts of 10,000 female employees, age 38 at time of first screening and age 65 at last screening, the on site program was the least costly. Mean lifetime cost per employee for on site screening was $5,485, with significantly higher costs for the off site program ($5,796) and for the mobile screening program ($5,697) . (For on site and off site costs, the experience of a single large employer in Delaware was used, and the mobile program costs were obtained from the literature.)
Although these authors reported that implementing an on site program in lieu of an off site program for 10,000 employees would result in an estimated savings of $3,110,000, a number of other factors are to be considered in making a decision about type of program. They noted that their analysis did not consider the costs borne by the employees, both in terms of dollars and inconvenience, which would also argue for the on site program. However, few single sites would have 10,000 female workers in the specified age group, and the costs of the equipment, as well as other program costs, were amortized over this size group. Therefore, for worksites with fewer employees, the cost differentials may not obtain.
Mean length of survival of the employees was also significantly different for the three types of programs, but the actual differences were small-one tenth of a year shorter survival for both the off site and mobile programs as compared to the on site program. Although they estimated a lower rate of participation in off site programs than in the on site or mobile programs, the authors did not discuss the effect of this lower rate on early diagnosis and treatment of breast cancer.
In addition, they stated, but did not consider in their conclusions, that the mobile program also provided health education materials on mammography and breast self examination, and a risk assessment, while the on site and off site programs pro-vided only a mammogram. However, while these services are typically seen as being valuable, it must be noted that in this simulation they did not result in projections of an increased survival rate.
Thus, from results of this computer simulation and the dearth of reported evaluations, there is no conclusive evidence one may use to determine the most cost effective means of offering mammography, or other health promotion programs to employees. Large, controlled studies would be needed to provide definitive answers.
While comparisons of the mode of offering programs have not been made, reviewing reports of mobile programs provides useful information. In this column, Dr. Kerr reviews reports of two mobile programs, identifying strengths and weaknesses of their evaluations, and making suggestions for occupational health nurses considering implementing such programs. [1987] [1988] . The authors identify a need for this type of program because of client and physician barriers to mammography. For example, physicians are reluctant to promote mammography to asymptomatic women, and working women have access and time barriers to obtaining mammography.
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Mobile mammography screening at work is proposed as a solution. Another rationale of the project was to demonstrate corporate support for health promotion by providing screening as a benefit for employees. The Bell Atlantic corporate commitment involved promotion of the program, information and scheduling efforts, and production of a videotape to be shown prior to and at the time of mammography.
Fox Chase Cancer Center delivered the intervention through a mobile van, providing a reduced price mammogram, a risk assessment, printed materials on mammography, and breast self examination education. Mammography examinations were interpreted at the radiology facility, and participants were tracked through the program as they and their physicians were notified by letter of the mammography results and recommendations for follow up. Although the purpose of the evaluation was not specified by the authors, the results imply that this was a feasibility study.
The authors concluded that the costs of the program were acceptable: a $30 copayment by the participant with the remaining $30 direct and $13.89 indirect costs covered by Bell Atlantic Corporation. Fiftyseven biopsies were performed and nine cancers were detected, eight of which were clinically undetectable. The screening of 3,627 women at 57 sites resulted in this biopsy rate of 1.7%, lower than the 3% nationwide JUNE 1996, VOL. 44, NO.6 average. The authors speculated that this lower biopsy rate might be related to the younger age distribution of the sample (67.6% younger than 50) and the proportion of women previously screened. Almost half of the women younger than 50 were initially screened between the ages of 35 and 40 years and 27% of the participants overall had been recently screened with a normal mammogram.
Critique
The greatest problem with this intervention is the limitation to a single screening in a calendar year as a "one time benefit" to employees. The authors evaluate the feasibility of the mobile screening by reporting the number screened, the cancers detected, and the program costs. Evaluation of the impact of the intervention would be improved by adding longitudinal data and participation data. Corporations and employees need to know the costs and outcomes of screening over time to make wise use of mammography resources. A related limitation is the lack of data on participation rates or even the total target population of women workers, further limiting evaluation of the program. In summary, it appears that this intervention was promoted as a "benefit" to employees and not systematically evaluated as a secondary prevention program.
Considerations for Implementation
In spite of the limitations of the 1 year program evaluation, this study shows the feasibility of mobile mammography screening at the worksite. Occupational health nurses are ideally positioned for program planning and follow up of such a program. They could take a more population based approach in planning a mobile mammography screening by using health and demographic data about employees to target those at higher risk and those least likely to participate. Occupational health nurses could coordinate data collection that would permit analysis of participation rates, costs, and health outcomes of the program. Information about non-participants would provide valuable comparison data. Case management by occupational health nurses would increase the efficiency of this type of program; otherwise, duplicate screening of employees who already have screening resources is likely. In the follow up phase, occupational health nurses could improve the effectiveness of a mobile mammography program by tailoring mammography follow up to individual workers and their community resources.
EFFECTIVENESS OF A MOBILE WORKSITE HEALTH PROMOTION PROGRAM IN LOWERING EMPLOYEE HEALTH RISK (ALDANA, 1994)

Synopsis
Mobile programs are promoted as comprehensive health programs available to all businesses, regardless of size, because they involve a lower investment risk than in house programs. This study attempted to evaluate the effectiveness of such programs. The purpose of this study was to evaluate the effect of a mobile worksite health promotion program on specific health risks after 6 months of program participation. The target participants were 12,500 employees of several large companies in the southwestern United States participating in a CIGNA Healthplan mobile health promotion program. Of the 4,509 initial participants, only the 986 who completed the 6 month data collection were included in the analyses. The demographics of the subjects did not significantly differ from non-participants.
The intervention delivered by the mobile worksite health promotion program was multifaceted. The first component was screening for blood pressure, cholesterol, glucose, and hematocrit and a stool test; a bicycle ergometer fitness test; percent body fat measurement; and a comprehensive health risk appraisal. This was followed by a consultation with a physician assistant to discuss health risks, design lifestyle and behavior intervention strategies, establish goals, and sign an agreement for reducing risks. Next was a 1 hour instructional session on the proper types and methods of exercise. Following this baseline session, participants attended "brown bag" seminars during or after work on health related topics such as smoking cessation, low fat cooking, and occupational safety. Six months after the baseline screening, the mobile worksite health promotion staff returned and conducted another screening identical to the first one.
The data were analyzed in two different ways to evaluate the effectiveness of the interventions. Paired t tests indicated a significant improvement in all measures from baseline to 6 months (p<.0001): lower systolic and diastolic blood pressure, smaller percent body fat, lower cholesterol and cholesterol totallHDL ratio, and higher maximum oxygen uptake. Furthermore, the percentage of high risk individuals in each variable category decreased from baseline to 6 months (p<.0001). The results suggest that participation in a mobile worksite health promotion program can reduce the level of high risk blood pressure, cholesterol, totall 318 HDL ratio, body fat, and fitness and can reduce the number of employees who have risk.
